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What are hospitals doing about clinical guidelines?
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Abstract
Objectives-To assess the attitudes of sen-
ior hospital staff towards clinical guide-
lines, and to ascertain the perceived
extent and benefits of their local use; to
identify those hospitals with current or
planned future written strategies for the
systematic development of clinical guide-
lines, and the staff responsible for leading
them; and to establish the essential ele-
ments of existing strategies, and the
methods used to ensure the proper devel-
opment, dissemination, implementation,
and evaluation of local guidelines.
Design-Cross sectional survey.
Participants-Senior staff of 270 acute
hospitals in the United Kingdom (re-
sponse rate 202/270 (75%)) in 1995.
Results-197i199 (99%) of respondents
thought that clinical guidelines were a
good idea, and 176I196 (90%) were aware
of some guideline activity occurring
within their hospitals. The most impor-
tant benefits of local guideline activity
were increased healthcare efficiency and
effectiveness, greater consistency of treat-
ment, and team building. 174I194(90%) of
respondents were in favour ofthe develop-
ment of a readily accessible national
repository of evidence-based clinical
guidelines. 38/201 (19%) of respondents
had a clinical guidelines strategy and a
further 91/201 (45%) said that they had
plans to develop one in the near future.
The need to improve clinical outcomes
was most often reported as the reason for
developing a strategy. Medical directors
most commonly had formal responsibility
to lead the strategy, but someone without
formal responsibility ran the operation in
half the hospitals. Only 18/36 (50%) of
strategies gave advice on the development
of guidelines; and only a few strategies
made explicit statements on which clinical
services to target for guideline develop-
ment, or the methods to be used for their
validation and promotion. Some
strategies lacked explicit statements on
methods to monitor adherence, routine
review, and update of guidelines. Internal
literature searches (29/31 (94%)), the use
of national guidelines (29/32 (91%)), local
consensus conferences (28/32 (88%)), and
peer group review (21/24 (88%)) were the
most popular methods of validation used
in hospitals with a strategy. Methods used
to promote the dissemination, implemen-
tation, and evaluation of clinical guide-
lines included clinical audit (31/32 (97%)),
peer review (25/30 (83%)), continuing edu-

cation (23/29 (79%)), targeting of opinion
leaders (17/26 (65%)), use of structured
case notes (14/31 (45%)), patient mediated
interventions (9/26 (35%)), and patient
specific reminders (8/26 (31%)).
Conclusions-Most senior hospital staff
have a favourable attitude towards clini-
cal guidelines. Most hospitals are under-
taking some guideline activity, but few
seem to be doing so within a locally
agreed hospital wide strategy in which
guideline development, dissemination,
implementation, and evaluation are sys-
tematically considered. Many of the cur-
rent methods used to validate guidelines
locally are inadequate. Evidence-based
clinical guidelines should be developed
nationally, leaving hospitals to focus their
energies on the local adaptation, dissemi-
nation, implementation, and evaluation
of such guidelines. Only in this way will
local guidelines achieve their full poten-
tial to improve clinical care and patient
outcomes.
(Quality in Health Care 1997;6:187-191)
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Introduction
Clinical guidelines-"systematically developed
statements to assist practitioner and patient
decisions about appropriate health care for
specific clinical circumstances"'-have the
potential to improve clinical practice and
patient outcomes.2" However, the extent to
which clinical guidelines do this depends
crucially not only on how they are developed,
but also on how they are disseminated and
implemented.2"
The development of a good guideline

requires the active participation of key clinical
staff, a systematic review of the scientific
evidence, the linking of that evidence to the
guideline recommendations, and careful atten-
tion to other quality criteria-such as clarity
and clinical flexibility."5 Yet, even the most
scientifically developed guideline cannot im-
prove patient care unless the staff for whom the
guideline is intended are aware of its existence,
and are actively influenced to use it in their
clinical practice."' Promotion of the uptake of
guidelines requires leadership, good change
management skills, energy, open communica-
tion, and time.' The development, dissemina-
tion, and implementation of robust clinical
guidelines are thus a major undertaking, with
considerable organisational implications.'
Along with initiatives-such as evidence-

based medicine and clinical audit-clinical
guidelines play an important part in the
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Table 1 Response rates andjob titles of respondents

fl (%/)
Response rate:
Completed questionnaires returned 202/270 (75)
Written summary of guideline activity returned 8/270 (3)
Letter refusing to complete a questionnaire returned 15/270 (6)
No response 45/270 (17)

Job title:
Medical director 86/199 (43)
Clinical audit staff 32/199 (16)
Director of nursing services/quality 29/199 (15)
Chief executive officer 16/199 (8)
Research/epidemiology/clinical effectiveness staff 14/199 (7)
Specialist staff (eg, integrated care pathway coordinator) 12/199 (6)
Managers (eg, director of planning) 10/199 (5)

promotion of clinical effectiveness, a declared
key priority for the National Health Service
(NHS)." 14 Indeed, the NHS Executive has
argued that clinical guidelines are fundamental
to ensuring organisation wide quality,"5 and has
recommended that hospitals devise strategies
which actively foster and encourage the devel-
opment of local guidelines.'6 However, major
reservations have been expressed about clinical
guidelines,'7 18 and it is not at all clear what
senior hospital staff think of them. Neither is it
known if hospitals are acting on the NHS
Executive's recommendation to develop a
clinical guidelines strategy, nor how the issues
of development, dissemination, and implemen-
tation are being tackled at the grass roots. This
prompted us to conduct a postal questionnaire
survey of all acute NHS hospitals in the United
Kingdom to find out what is happening to
clinical guidelines, and the results are reported
here.
Our study had the following objectives: to

assess the attitudes of senior hospital staff
towards clinical guidelines, and to ascertain the
perceived extent and benefits of their local use;
to identify those hospitals with current or
planned future written strategies for the
systematic development of clinical guidelines,
and the staff responsible for leading them; and
to establish the essential elements of existing
strategies, and the methods being used to
ensure the proper development, dissemination,
implementation, and evaluation of local guide-
lines.

Methods
After a literature review on clinical guidelines,
and interviews with experts on the subject by
one of the authors (PA), a questionnaire was

Table 2 Factors influencing decision to develop a clinical guidelines strategy

Ranked first Ranked second Ranked third
(n=34) (n=34) (n=34)

Influence (n (%)) (n (%)) (n (%))

Improving clinical outcomes 16 (47) 11 (32) 3 (9)
Part of an organizational quality initiative 7 (21) 7 (21) 11 (32)
To improve internal consistency of approach to

clinical practice 5 (15) 6 (18) 4 (12)
Purchaser pressure 3 (9) 1 (3) 6 (18)
Part of research and development strategy 1 (3) 2 (6) 2 (6)
To identify information needs for a clinical

information system 1 (3) 2 (6) 0 (0)
Financial pressure 1 (3) 0 (0) 2 (6)
Guidance received from the NHS Executive 0 (0) 2 (6) 2 (6)
Pressure from nurses 0 (0) 0 (0) 2 (6)
Pressure from consultants 0 (0) 0 (0) 1 (3)
Pressure from therapists 0 (0) 0 (0) 0 (0)
Other 0 (0) 3 (9) 1 (3)

designed to elicit the necessary information
from hospitals to meet the study's objectives.
Face validity of the questionnaire was sought
by asking the experts to comment on its struc-
ture and content. After these comments, the
questionnaire was modified slightly, piloted in
10 randomly selected acute hospitals, and fur-
ther amended as the result of the pilot
experience.
The questionnaire contained 34 questions,

divided into five sections (A-E). Each section
contained a series of closed (with a box to be
ticked for each possible answer) and open
ended questions. Respondents without a strat-
egy on clinical guidelines were asked to
complete sections A and E only, whereas those
with a strategy were asked to complete all five
sections.

In section A, respondents were asked to
identify who they were; if their hospital had a
written clinical guidelines strategy; if not, was
there a plan to develop one in the near future;
and if no plan to do so, did they consider the
development of such a strategy in the future a
good idea?

In section B, respondents with a strategy
were asked to rank the three main influences on
their hospital's interest in guideline develop-
ment from a list of possible influences; to iden-
tify who had formal and operational responsi-
bility for leading the strategy and to estimate
roughly how much time those with operational
responsibility allocated to this task; and to
identify the key elements considered in the
clinical guidelines strategy.

In section C, respondents were asked if the
guidelines used in their hospitals were
evidence-based; and if so, who was responsible
for validating the evidence, and which valida-
tion methods were used.

In section D, respondents were requested to
identify any methods used to disseminate,
implement, and evaluate local clinical guide-
lines.

Finally in section E, respondents were asked
if they thought that clinical guidelines were a
good idea; which healthcare professional
groups had the greatest interest in seeing a
planned approach to their development and
use locally; to assess the perceived extent and
benefits of their local use; and if they thought
that a national repository of evidence-based
clinical guidelines which could be readily
accessed should be developed.
For logistical reasons, only acute NHS hospi-

tals (defined as those containing acute medical
and surgical beds) in the United Kingdom were
surveyed. The addresses of these acute hospitals
(total 270), and the names of their chief execu-
tives were identified from the 1994-5 Directory
of Hospitals and NHS Trusts.'9 In April 1995, a
copy of the questionnaire and an explanatory
letter were sent to each chief executive. Those
chief executives who were personally unable to
complete the questionnaire were asked to pass it
on to the person they deemed most appropriate
within their hospital for completion. A compu-
terised database of names and addresses was
established to facilitate the follow up of non-
responders. Hospitals failing to respond by two
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Table 3 Staff with formal responsibility to lead the clinical
guidelines strategy

Professional group (n=35) n (%o)

Medical director 12 (34)
Clinical audit (five chairs of clinical audit
committee and one senior lecturer) 6 (17)

Clinical effectiveness coordinator 3 (9)
Clinical management team 2 (6)
Specialty head 2 (6)
Director of quality (nursing and midwifery) 2 (6)
Director of nursing and clinical audit group 1 (3)
Head of quality and medical director jointly 1 (3)
Medical director and director of nursing jointly 1 (3)
Chief nurse and clinical audit physician jointly 1 (3)
No one 4 (11)

and four months after the initial posting were
sent reminder letters and further copies of the
questionnaire. Administrative problems-such
as the need to clarify the names and addresses to
whom the questionnaire should be sent-were
resolved by telephone.
The quantitative data from the question-

naires returned by the end of September 1995
were collated and analysed with spreadsheet
software (Lotus 123 for DOS). The qualitative
questionnaire responses were analysed sepa-
rately and grouped under broad themes.
The denominators in the following results

vary, being sometimes less than the total
number of questionnaires returned. This is
because some respondents did not answer all
the relevant questions in the questionnaire.

Results
RESPONSES FROM ALL HOSPITALS, IRRESPECTIVE
OF WHETHER OR NOT THEY HAD A CLINICAL
GUIDELINES STRATEGY
Completed questionnaires were received from
75% (202/270) of the hospitals surveyed (table
1). Ninety two per cent (183/199) of the ques-
tionnaires were passed on by the chief execu-
tive to someone else for completion, usually to
the medical director (table 1).
Nineteen per cent (38/201) of respondents

reported that their hospital had a written strat-
egy to develop clinical guidelines, and a further
45% (91/201) replied that they had plans to
develop one in the near future. Of those
respondents from hospitals with no plans to
develop a strategy, 71% (46/65) thought that
developing one in the future was a good idea
and 29% (19/65) did not. Ninety nine per cent
(197/199) of respondents thought that clinical
guidelines were a good idea, and 90% (176/

Table 4 Key elements addressed in the clinical guidelines strategy

Yes n (%0) No n (0o)

Are there explicit statements regarding:
Whether guidelines should be uni/multidisciplinary? 24/37 (65) 13/37 (35)
Written advice on how to develop guidelines? 18/36 (50) 18/36 (50)
How priorities for guideline development are to be determined? 19/35 (54) 16/35 (46)
Which clinical services are to be targeted? 12/33 (36) 23/33 (70)

Are there explicit statements regarding the content of guidelines in
terms of:
Objectives of clinical care 25/33 (76) 8/33 (24)
Identification of key clinical activities 23/32 (72) 9/32 (28)
Standard setting 23/32 (72) 9/32 (28)
Desired outcomes of clinical care 22/32 (69) 10/32 (31)
Methods to evaluate the scientific basis of guidelines 15/35 (43) 20/35 (57)
Methods to promote the uptake of guidelines 17/35 (49) 18/35 (51)
Methods for monitoring adherence to guidelines 18/34 (53) 16/34 (47)
Methods for routinely reviewing and updating guidelines 27/37 (73) 10/37 (27)

196) were aware of some guideline activity
occurring within their hospitals.

Professional groups reported by respondents
as having the greatest interest in a planned
approach to guideline development within
their hospitals were doctors (60%, 119/199),
managers (59%, 118/199), nurses (58%, 115/
199), purchasers (56%, 111/199), and thera-
pists (44%, 87/199). Respondents identified
increased healthcare efficiency (52%, 103/199)
and effectiveness (51%, 101/199), greater con-
sistency of treatment (43%, 85/199), and team
building (24%, 48/199) as the most important
benefits of local development of clinical guide-
lines.
Ninety per cent (174/194) of respondents

were in favour of the development of a readily
accessible national repository of evidence-
based clinical guidelines.

RESPONSES FROM HOSPITALS WITH A WRITTEN
STRATEGY FOR THE SYSTEMATIC DEVELOPMENT
OF CLINICAL GUIDELINES
Respondents from 38 hospitals replied that
they had a written strategy to develop clinical
guidelines; most strategies were developed
between 1994 and 1995 by multiprofessional
steering groups. The factor most often re-
ported as influencing the decision to develop a
strategy was the need to improve clinical
outcomes. This was ranked first by almost half
of the respondents (table 2).
Medical directors most commonly had

formal responsibility to lead the guidelines
strategy, but in four hospitals, no one did (table
3). In 19 hospitals, operational responsibility
was devolved to people other than those with
formal responsibility; of these, nine were
doctors, five were nurses, and one a therapist;
and most devoted up to a quarter of their sala-
ried time to this task.

Table 4 shows the key elements reported as
being considered in the written clinical guide-
lines strategies. Only 50% of strategies gave
advice on the development of guidelines; and
only a few made explicit statements on which
clinical services should be targeted for guide-
line development, or the methods to be used
for validation and the promotion of their
uptake. Some strategies lacked explicit state-
ments on methods to monitor adherence, rou-
tine review, and update of guidelines.
Most respondents (89%, 31/35) said that

their local guidelines were evidence-based.
Various people were reported as having
responsibility for validating guidelines includ-
ing clinical teams (42%, 15/36) and individual
doctors (22%, 8/36). However, 8% (3/36) of
respondents reported that no one had such
responsibility.
The most popular methods of validation

were internal literature searches (94%, 29/31),
the use of national guidelines (91%, 29/32),
local consensus conferences (88%, 28/32), and
peer group review (88%, 21/24). Five respond-
ents reported that commissioned literature
searches were used in their hospitals to validate
local guidelines.
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Various measures were reported as being
used to promote the dissemination, implemen-
tation, and evaluation of clinical guidelines.
Those operating within the consultation be-
tween clinician and patient included the use of
structured case notes (used in 45%, 14/31, of
the hospitals), patient mediated interventions
(35%, 9/26), and patient specific reminders
(31%, 8/26). Measures operating outside the
consultation between clinician and patient
included clinical audit (97%, 31/32), peer
review (83%, 25/30), continuing education
(79%, 23/29), and the targeting of opinion
leaders (65%, 17/26). Financial or other incen-
tives (12%, 3/26) and financial or other
sanctions (8%, 2/26) were least used.

Discussion
Most senior staff in our survey thought that
clinical guidelines were a good idea, and
thought that development of local guidelines
could improve patient care. Similarly favour-
able attitudes to the concept of clinical
guidelines have also been reported in other
studies.'0" The criticism sometimes levelled at
clinical guidelines as "cook book" medicine
does not therefore seem to be shared by many
healthcare professionals.
Some clinical guideline activity seems to be

going on in most hospitals throughout the
United Kingdom; but as only about one in five
hospitals surveyed had a written clinical guide-
lines strategy, the bulk of this seems to be
occurring in the absence of a locally agreed
strategic framework.
The most important factor reported as

influencing the development of a guidelines
strategy was the need to improve clinical
outcomes, suggesting that most hospitals with
a strategy view guidelines primarily more as a
means of enhancing clinical effectiveness than
as a method of saving money. Only a few
strategies seem to have explicitly considered
the issue of development of clinical guidelines,
and the three methods most commonly re-
ported to validate local clinical guidelines-
literature searching, consensus, and the use of
national guidelines-have considerable limita-
tions. Literature searches through the usual
databases-such as Medline-are unlikely to
be sufficiently systematic to identify all the rel-
evant evidence for evidence-based develop-
ment of clinical guidelines, as these sources are
not comprehensive.'4 25 Furthermore, the criti-
cal appraisal skills required to synthesise and
interpret the evidence may not be locally
available.8

Clinical guidelines developed through infor-
mal consensus are often of poor quality,"6 and
consensus recommendations rarely lead to
action.27 Also, the use of current national
guidelines has major drawbacks: most are not
evidence-based, and many do not satisfy the
other desirable attributes of clinical
guidelines.8 28
The essential skills and resources necessary

to develop evidence-based clinical guidelines
are rarely available locally or even regionally.8
This perhaps explains why many locally

produced guidelines, although having the
decided advantage of "ownership" through the
involvement of local users, are of poor
quality.30 31
One way in which the lack of local expertise

to develop good guidelines could be overcome
is for developers of local guidelines to concen-
trate their efforts on identifying and adapting
well validated national and regional guidelines
for local use.8 29 We found considerable support
for the concept of a national repository of
evidence-based guidelines which hospital staff
could access and adapt for local use. Such a
facility would save considerable time and effort
locally, would ensure that local guidelines were
of high quality, would allow the positive
features of local guidelines to be preserved,'9
and would lead to a greater harmonisation in
their use. The pressing need for a respected
national body to assume responsibility for the
development (and dissemination and imple-
mentation) of clinical guidelines has been pre-
viously highlighted.'9
The lack of many strategies in our survey to

explicitly consider the issues of dissemination,
implementation, and evaluation of local guide-
lines, although disappointing, is perhaps not
unexpected. Clinical guidelines are often
poorly disseminated and implemented,'3 31-33
and as much (if not more) effort may need to
be expended in making clinicians aware of and
encouraging them to use the guidelines, than is
required to develop them in the first place.34
Similarly, evaluation of guidelines is often
neglected,33 36 but is essential to ensure that the
desired clinical benefits of the guidelines are
achieved, and to allow them to be regularly
updated in the light of new evidence and
experience.

Conclusions
Most senior hospital staff have a favourable
attitude towards clinical guidelines. Most
hospitals are undertaking some clinical guide-
line activity, but few seem to be doing so within
locally agreed hospital wide strategies in which
the issues of development, dissemination,
implementation, and evaluation are being
systematically considered.

Unless the situation has dramatically im-
proved since we undertook the survey, our
results lend support to the view that the devel-
opment of evidence-based clinical guidelines
should be considered at a national level.
Hospitals should focus their efforts on the local
adaptation, dissemination, implementation,
and evaluation of such guidelines, and future
local strategies should give clear guidance on
how this is to be accomplished. Failure to do so
is likely to mean that clinical guidelines will
never achieve their full potential of improving
clinical care and patient outcomes.

We are very grateful to those respondents who took the time to
complete and return our questionnaire, and to the experts we
consulted for their advice.
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